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Repost of mF case of parasite in 


case, is worthy of being. put on record. 


q of the rarity of, the condition, and more especially. because. of the - 
q picture presented, a picture which. was 
must be, unique., 
a August 9, ‘while working i ina British General Hospital 
in. Italy, caring. for Jugo-Slavs, 1, was asked. to. see a, Patient, in 
one of, the wards was complaining of defective vision 


his: t eye. A quick examination revealed. a. peculiar, cystic 
mass in, the lower vitreous, and, for proper examination. the patient 
was. taken, to. the ophthalmic department., first examination 
in the dark room. the condition was not. diagnosed definitely—there ‘ 
was a large brilliantly coloured globular cyst in the vitreous, ane 
once or twice I. got.a glimpse of what seemed like a little tai 
projecting below—something quite new to me. The. patient was 
returned to the ward with diagnosis of (?) parasite’in vitreous. 
a Later that same day it ‘suddenly occurred to,,me—could this. en 
a not be the cystic stage of a tape worm, and the “tail” the Scolex 

and, straightway I went to the ward. .To my. astonishment 

that, this was indeed. $0; by. careful 
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66 -C. CockBURN 


the ‘considerable vitr bead, k and. 

‘The following dey the patient was ‘again examined in the 
ophthalmic department, when a complete history was obtained 
and drawings made of the appearance presented. 

History.—In 1938, while choppin Hava was struck by splinter 
on the right eye. \ . Eye was. inflame fan Sf days; then cleared up 
leaving vision unaffected. In April, 1944, had typhus fever and 
was desperately ill. Gangrene-of both legs developed, necessitating 
double amputation. .(Jugo-Slav Hospital,) Nothing of impor-— 
tance was made out from his personal history. Before the war 
he had worked in a barrel factory. 

‘On April 16, he was admitted to ‘the British Hospital with 
flexion deformity at both knee joints. On June 10, he first noticed 
a fog in front of his right eye—a uniform grey haze—and this 
remained unchanged until July 26, when a well-defined object 
shaped like a peat-leaf”’ became’ superimposed. Further, this 
‘* pear-leaf’’ had a ‘“‘ stem’’’ attached and this ‘‘ stem ’’ was 
constantly. changing. its. position..-The. patient was, quite an in- 
telligent individual and described well, of his own accord, just 
exactly what he ‘saw. He spoke of the ‘leaf’ as having a 
well-defined clear centre surrounded by a grey zone (“‘ like a 
spider’s web ’’) and then a dark band at the periphery. The 
“ stem ’ was of a uniform dark grey colour with: a , at the end 


shaped like a serpent’s head.” Usually the ” projected 
upwards—sometimes it swayed to the right, but fiore often to the 
left. Sometimes it folded itself along the periphery of the ‘‘ leaf”’ 


or it seemed to go in front of or behind the leaf."’ Of special 
note was his statement that the “ stem ” sometimes retracted into 
the ‘‘ leaf,” the head only projecting, the remainder swelling into 
a’mass like an “ electric bulb.” At no time ‘was’ there complete 
_ withdrawal of-the ‘‘ stem.” “He stated quite definitely that since 
first noticed the pear-leaf had not increased in size—neither 
had the stem.”’. The ‘‘ pear-leaf was quite stationary in the 
field of Vision Waving only ‘with the eyeball, The patient kindly 
consented to reproduce on paper the appearances of the “* leaf ~ 
with its “‘ stem ’’ in various positions. Result keneached) as in 
diagrams. 

Examination.—Right vision = 5/60. Left vision = 6/6. Nil 
abnormal noted in left eye. Right eye—white, deep linear central 
corneal, scar with several adherent spots of iris pigment ‘(per- 
forating injury 1938), After /homatropine and cocaine :—Pupil 
_ dilated and cinttilar-—sing of iris pigment on anterior lens capsule. 
No ‘‘ K.P.’’ Two cuneiform opacities above, otherwise lens clear. 
There was considerable vitreous haze with many dense freely’ mov- 
ing opacities. The upper fundus and. on disc were fairly well seen 
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and could be passed as ‘normal.’ ‘In'the lower’ vitreous there: was a 
highly lustrous, almost completely spherical-cyst.' ‘The! colouring 
was indeed’ remarkable—the’ brilliant blue-green’ above passing 
to a russet-brown ‘at the centre shading offto a lemon tint below. 
The upper periphery was surounded by: a’ narrow ‘brilliant: golden 
halo. (The colouring astonished me ‘as'\much as the first time 
‘T looked at a cat’s fundus:) Careful focusing failed to reveal any 
Structure within the ¢yst. It was estimated that. the cyst .was 
about-8 mms.-in-diameter and'situated near the equator,of the 
eye. At the lower margin was the miniature tape-worm constantly 
changing its position in a low swaying movement. Sometimes it 
disappeared completely behirid the cystsometimes only the head 
appeared round the edge and’ then’ gradually its whole length 
appeared. Two ‘pigmented marks on the head were reckoned.to be 
suckers, while still more anteriorly from a little depression, tiny 
nipple-like structures were protruded-and ‘retracted. I am unable 
to say what these tiny nipple-like: structures: were...1 thought 
at first they might be hooklets, but -hooklets are’ to 
be seen with the ophthalmoscope. Whatever they were, only one 
at a time was ‘seen to’ be protruded. Apart from the: general 
undulating movement of the scoléx, the head! itself possessed 

wers of movement, around ina as if 
feeling its way about. 

At the extreme periphery of the fiom: ff 
o'clock” ‘there was a large irregular: yellowish area—like acute 
choroiditis. Careful’ and repeated examinations were made but 
no retinal detachment’ was ‘made out. Tension was. normal, in 
either eye.’ Drawings were’ made getting the relative size, of,the 
optic disc, vesicle and scolex and coloured as accurately as pos- — 
sible. From these drawings | the artist has been able ito produce 
a picture of ‘the parasite which is consideted to be an. abcurele 
representation of the: ophthalmoseopic: Picture. 

“A thorough general examination was made’ ibut no. 
cysts could be found: Nor ‘could any calcified or calcifying cysts 
be seen by X-ray. X+ray report on skull was:.‘‘ There are spotty 
rarefactions in the skull which are more ‘like Schiiller. Christian’s 
disease than’ anything else.” Repedted examination of,,stools 

revealed ‘ova of ascaris lumbricoides and oxyurias vermicularis, . 
but no segments of taenia. Blood examination showed, no increase 
in eosinophils. Casoni test was-negative. 

At this stage several ‘interesting points might Be noted. ide. The 
fog in front of his éye denoting the entrance) into the vitreous. of 
exudates-from the’ inflamed choroid; 2. The sudden. appearance 
of the “ pear-leaf with/** stem ”’ denoting the bursting through 
of the parasite from the subretinal tissues; 3. The verification of 
entoptic imagery by ‘ophthalmoscopic: 
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fromyan ypoint, of ; view,, was, the Statement. t 

pupil had.,been dilated, with atropine,, the.,‘‘ pear- 
stem’? «were: both: reduced; to half their previous, 

Owing 'to,exigencies’ of .war.time,the, patient .was Jiable, to be 
transferred. from ‘hospital. at a: hours’. notice,, was 
decided apon for August..12,., nites 

‘«Operation.—Surface cocaine’ noyutox: 2, per into 
capsule, With: the same ;technique.as have used, for 
posterior route magnet: extractions, sclera exposed, (in 
this instance): between, the ‘inferior and ,internal. recti ,muscles, 
traction: suture inserted. into: insertion, of inferior rectus, and, the 
eye gently rotated upwards, the patient, being, instructed to keep 
looking wp ‘all the time}, Unfortunately diathermy, was not, avail- 
able and' cautery: was used to make a, ring, of points on the sclera 
near the: margin of'the inferior rectus and at asafe distance from the 
limbus. Two scleral: sutures; were inserted, and, the sclera: incised 
between them for a:distance of 7 mms., Gentle,traction was then 
put on the scleral sutures so, as to expose the, choroid. which was 
incised: along the length, of ‘the scleral incision. As was expected, 
there »was considerable’ loss: of: fluid vitreous, and. this. loss was 
aggravated by tlie: patient’s. behaviour. In. spite of this, a fine 
scleral hook: was introduced; the vitreous .and , after ‘Several 
attempts the cyst finally appeared at the lips of. the wound. It was 
immediately transferred to warm saline. Scleral sutures were tied 
andthe conjunctival flap replaced. | Both eyes were bandaged, It 
had been hoped that introduction of a scleral hook into vitreous 


could’ be watched: with! the ophthalmoscope, but due to vitreous 


loss and corneal ‘hazé, this was impossible... 
~ Post-operative notes.—On the day following . operation the. ‘eye 


was slightly injected with a fairly large hyphaema,, -Two days 


later’ the ‘hyphaema almost disappeated,.. but the next day 
patient complained ‘of some pain in the eye and a large. hyphaema 
wasipresent again. It was impossible to keep the. patient still 
in bed, This:may or may. not have, been a contributing factor in 
causing’ the haemorrhage. One week. later,the eye: was almost 
white; ‘but still'a smallihyphaema and blood clot ‘could be seen, in 
vitreous: On October 3 (day of discharge) the .eye, was white. 


Vision’ =: hand movements -at 1. .metre. Soft Much 


clot in’ vitreous. Light projection. good... 
Cyst removed from vitreous.—The cyst. was with. a 


corneal loupe: “It was:seen to be.a smooth oval. white body, about 
5.6 mms. in diameter. Careful search..was,made for the scolex, 
but nore could be asic. was believed that, it had. got broken 
off in the process of extraction. .It was noted that in the centre 
of the cyst was'd dense white spot (see photo), but the. significance 
of this ““\milk-spot’* was not realised,’ Later, it was 
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Cysticercus in vitreous. 
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- 
Entoptic observations showing of seolex. (Drawn 
by patient). 

4 
cysticercus in n rmal in “Note 
‘milk spot,’’ the invagiaated 
“ 


‘ j 


Fic. 
Microscopic appearances, showing size and shape of hooklets and four 
suckers. 


Diagram showing development of cysticercus (after Belding). ‘(@) 
Oncosphere with hooklets. (b) Cavity formed by liquefaction of © 
central cells. (c) Invagination of bladder wall with scolex developing _ 
at base. (d) Further stage of development: of” scolex. (e) Scolex 


evaginated.’ 
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that the ‘‘ milk’ spot ’’ was the-scolex invaginated into the vesicle. 
One: can: almost imagine that during the operation ‘the ‘seolex 
realised that something untoward was happening “and promptly 


will turn when trod on”? 1» 

Next the cyst’ was mounted on a Slide the slit. 
lamp, but no-structural details could be made ‘out. Unfortunately 
it was not possible to get a definite diagnosis of ‘the parasite‘ in 
dtaly.. Hooklets were found but their-identity could ‘not be estab- 
‘lished although from their shape they were thought to be those ‘of 
echinococcus.' On return to England I was able to get Sir W: P. 
‘MacArthur to. examine the specimen, and he reports: ‘‘ The 
hooklets of the specimen measure 0-172 - 0-174: mms. (large) and 
0-114 mms. (small). measurements: are right for taenia 
solium, whereas hooklets of echinococcus measure 0-022-0-03 mms. 
(largé), and 0-018 - 0-022 mms, (small). Also ‘thé “roots: of the 
_haoklets are quite different from: those of echinococcus and: :con- 
form in. every way’ with those of taenia solium.’’ It should be 
’ noted that the size of the hooklets is the distinguishing feature. 

Dr,, H.. A. Baylis of the British Museum very. kindly. got. an 
-artist,to reproduce the microscopic appearances andunder his direct 
“Supervision a very: has eesti obtained! ere 
diagram). 

Notes on —As is the life cycle’ 
_-taenia solium involves an intermediate host, usually the pig, man 


being the definitive host. In this particular: case, however, man 


is the intermediate host, and it is worth while to consider the life 
history of the parasite until its arrival in the vitreous,:'The patient 


must have become infected by. the ingestion of foodior water 
containing ova (really oncospheres) of taenia solium. It is stated - 


that’ auto-infection by. regurgitation of oncospherés’ into the 
stomach by: reverse peristalsis can ocur; but in this particular case 
infection by adult taenia solium was definitely not present. In the 
intestine the oncosphere or hexacinth embryo with its six hooklets 


penetrated the intestinal, wall and either: by way of lymphatics or 


portal vessels eventually foundjits way into the systemic circulation 
and so up to the ophthalmic artery and thence along posterior ciliary 
artery (probably long) to lodge in the choroid. In the’ choroidal 
tissues. the. oncosphere loses, its hooklets and: the central cells 


liquefy, forming a spherical body with a peripheral lining of active 


cells surrounding a collection of fluid. 'Subsequently there is an’in- 
vagination of bladder wall at one point and at the base ofthis 
invagination a scolex is formed-(see diagram). Normally in soft 
tissues a firm fibrous capsule surrounds the cysticercus; but in 


choroid no such capsule can be produced and thus we find 


the parasite able to, burst through into the vitreous chamber. It 
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is difficult to explain why there wasn’ t.a detachment—one 
»wouid have, expected it with:suchsd‘ relatively large cyst inthe 
‘Subretinal, tissues. the oncasphere: had lodged)4n a: branch: of 


the, retinal-artery; earlier entrance of the parasite into the vitreous 
would. have occurred. Moreover, the extensive area: ‘of choroidal 
_involvement points to a, primary, lodgement. in. the choroid... 


the Literature--No, attempt will be: made to give a 
comprehensive review of the literature on. ocular: cysticercus cellu- 
losae. This'-has, been «done. by): Duke-Elder (Text-Book 
‘Ophthalmology, Vol. I11)., But here some: relevant: points will 
and some of the recorded casés studied: in‘ more: detail. 

The frequency of cysticercus infection depends on the habits alfa 
of the people concerned. Thus in’ war time when hygienic 
‘conditions are poor we ‘finda correspondin increase inthe infec- . 
.tion—noted after the First Great: War in’ and’ Rumania 
(Elschnig:and Michail). A'similar increase may be expected now, 
-temembering the ‘appalling conditions under ‘which so ‘many 
peoples in Europe have ‘lived during the: Second: Great War. 
-Cysticerci; of course, may develop in any tissue or organ of the 
‘body+order of frequency, according to Belching’ being subcu- 
taneous tissues," brain, eye, muscles, heart, liver, lung ‘and 
peritoneum: But it is highly probable that its frequency in ithe 
eye is only apparent, for there the parasite definitely makes its 


presence felt. In England indigenous cysticercus infection is rare, 


-but MacArthur has: pointed, out its occurrence in British soldiers 
returned from overseas service and emphasizes ‘its importance in 
the aetiology. of fact which be, knows to all 
zis 
In 1865. Teale: a case’ of | in: thes vitreous— 
'** About the centre of the posterior surface of the lens there is a 
brilliant white spot which is prolonged backwards into the vitreous 
‘by a grey neck which then rapidly swells:out into a balloon- 
“shaped. body.’’ It was thought to be harmless from. its in 
‘‘,witreous canal ’’ and)no attempt was made to remove it. 
In 1886: Leber’ described his method’ of ‘rémoval of | 
‘from the vitreous by scleral section'‘and reports successful 
cases out of In» 1897. Griffith describing: two cases’ writes : 
In each case'one saw with the ophthalmoscope a large spherical 


*bluish-white cyst, and’springing from this ‘the neck of the animal 
like an ‘alabaster ‘pillar, ‘surrounded by the head and suckers, 


-which, with its slow regular and graceful ‘movements, reminded 
‘of an ‘elephant’s ‘trunk—the whole appearance presenting ‘a 
picture once'seen never to be forgotten '’—certainly a very graphic 
description: In’ 1925 Elschnig’ described“ which closely 
‘resembles my own. Important points are: 1. “The cyst with scolex 
freely movable in the ‘vitreous’ its‘ position from 
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‘day’ to day: 2) oA strip: of ‘sclera’ 10 ‘nims. long by’ 3mms, ‘wide 


‘was hinged’ backwards ’so as to get adequate access to the vitreous. 
Two attempts by suction ‘spoon’ (Barraquer) and ‘one'by 
‘forceps were’ but failed to’ extract: the: parasite.” “A third 
attempt by? Barraquer’s sucker ‘was “successful: During ‘these 
‘manipulations the parasite was kept under observation by ophthal- 
‘modscope with ‘considerable difficulty: due to corneal haze’ and 
partial collapse of the globe. 4. Parasite was kept alive for 
five days'in blood serum. 5. Visual acuity was reduced from 


6/36 to li perception: due 'to extensive vitreous: haemorrhages. 


‘/In ‘1935: Michail’ described 12 cases including the remarkable case 
cwhere:the vesicle was in the vitreous and the’ head in the supra- 
choroid. and ‘neck surrounded with scar tissue. Michail thinks. this 
scar tissue might have eventually strangulated the parasite. 
1935 Bruck advocates Krénlein’s operation‘for removal of cyst from 


‘posterior segment of the eye and describes three cases where 


subretinal tyats were removed by that 


‘Discussion’ 


First, was the to remove parasite from the juett- 
fied and what was the prognosis if left alone? It is believed that 
in the course of a few months death'/of the. parasite would have 
occurred. Indeed just how it derived nourishment within the 
globe is a problem. Further, the“déad parasite acts as a strong 
irritant and leads to complete disorganisation of the eye. There 
are numerous cases in the literature of this happening (Michail 
and, Griffith)... MacArthur 1933. writes—‘* Cysticerci.,while alive 
usually enjoy a relative tolerance on the pert, of the ‘host, ‘put after 
death they act as strong “irritants.” 

‘ Next anaesthesia. ‘Local anaesthesia was found to be quite 
inadequate, but I was unfortunate with my patient. Indeed it 
was impossible to get blood froma vein for W.R., so “agonising” 
was the needle prick. 

The question of Kronlein’s operation being the of choice 


“was considered. ' But in view of the fact that the patient had large 
prominent eyes and the cyst was'near the equator, it ‘was considered 
that adequate access could ‘be gained by' rotation of éye upwards. 
But it is agreed that for cysticercus far back in the ‘globe and 


” ‘in’ a deep set eyé, Krénlein’s operation would be necessary. 


\ 


The chief difficulty in thé operation is loss of fluid vitreous ‘with 
partial collapse of the lobe aiid consequent corneal haze. It ‘is 
“difficult to seé how such loss can ‘be’ prevented. In theory; at 
“any rate, it might be'd good scheme to trephine the’sclera (2 mims.) 
and introduce a hook or sucker with exactly the same diameter. 
Vitreous would thereby. be prevented. from escaping and the ‘para- 
site with ophthalmoscope. Once the. parasite . was 
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‘brought to the sclera, lateral: incisions, could be made to enlarge 
the opening and so allow extraction, and previously inserted scleral 


sutures could: be tiedat once to minimise vitreous.loss.. The diffi- 
culty is vitreous loss: before the parasite can be grasped, and. by 


some such scheme as above this. might be. prevented. 


The latest report May 1,.1945.: Righteye white., Vision = good 


British: Military Hospital, ‘and’ Lieut.-Col. B. W. 


-Rycroft, Adviser in Ophthalmology, C.M.F., for permission to 


-publish this case, and Sir. W. P. MacArthur. and Dr. H.. A. 
Baylis for identifying the ond poring: me in the 
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“TANGENTIAL | DISPLACEMENT OF THE IRIs 


BY: 
W. J. B. RIDDELL. 
. GLASGOW 


THE seach atrophy of the iris stroma which. j is seen in patients 


' suffering from chronic glaucoma of long standing is well known to 


all ophthalmologists. The condition with which this paper is con- 


cerned may be the early stage of this atrophy but it can be found © 


in the early stages of the disease. In certain cases the normal radial 


arrangement of the iris stroma is. replaced by a distribution run- 
_ning ata tangent to the pupillary margin. This change may involve 


a considerable segment, or even’ the whole iris. When the condi- 
tion, is well marked the pupil ABPSATE to have rotated. around, its 


*A per read at the Oxford Opbithaimologicl Congress, Jaly, 1945. t Received 
for publi July 14, 1945, 
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TANGENTIAL DISPLACEMENT OF THE IRIS IN GLAUCOMA 7§. 


. This change. in the. appearance of the iris pattern has been 


familiar to me for a number of years, but it does not appear to: be 


widely known that it may be seen:in the ‘early stages. Thus:the 


sign has a practical value and should be kept in our'minds.duri 

routine clinical work. It is. this practical point which I wish to 
stress rather than speculation upon the underlying méchanism. 
The sign may be present in quite early stages of the disease, but I- 
have not seen this mentioned in the books frequently used: by 


students and practitioners. As far as my observations have gone 


_the appearance is only present in its: permanent form.in primary 


NORMAL TANGENT 


Fig. 1. 


glaucoma. My impression is that the condition is no more frequent 
in patients who have used miotics for a long time than in those who 

_ The condition is shown diagrammatically in Fig. 1 in which 


the upper half indicates the normal radial arrangement andthe 


lower half shows the tangential displacement. I have made several 
attempts to make photographs and considerable technical diffi- 
culties were encountered, A few of these were overcome by stereo- 


‘scopic photographs, but in general the results were not very suc- 


cessful. In Fig. 2A a segment, of a normal iris is shown above and 
that of a patient showing the alteration in iris pattern in Fig, 2B. 

In order to form an opinion regarding the incidence of this sign 
thirty-five patients with chronic.glaucoma were examined consecu- 
tively for its présence or absence. The record was made prior to 


) 


operation in most cases:') Those with onlyoné' eye! were not'in- 
cluded. The mean age of 'the ‘patients ‘was! 62.1 years and' there 
was-no age: difference between sexes.’' There were‘seventeen 
men,and eighteen women. appearance was present in fourteen 
(five: men and nine: women) and was absent in twenty-one (twelve 
- men and nine women) of the series of thitty-five. In two’ men ahd 
*two women was present'in both'eyes) 
information contributed by the Seventy eyes of the’thirty- 
five patients was arranged ‘in the manner shown in Fig.'3. On the 
basis’ of visual acuity the material was divided into three groups; 


those with recorded visual acuity of 6/12 or better, those between 
6/18 and 6/60 inclusive and those with less than 6/60. This does 
not show any association between the presence or absence of tan- 
- -_- gential displacement and the condition of the patient, as judged 
by the visual acuity. 
Among the six patients who showed iris pattern changes with 
good central vision, five had tension within normal limits, four 
no cupping ‘of the ‘disc and: three had field defect. In 
only one patient was the evidence limitéd’to the iris pattern change 
‘aloné and she had well marked ‘glaucoma in her other eye.! In. 
three of the patients the appearance’ ofthe iris provided corro- 
borative evidence of real clinical values 
“On ‘the other hand when ‘the ten patients were considered ‘in 
whom the change was présent'in’one eye but not in’ the other a 
tendency appeared for the iris pattern displacement to be associated 
with reduced acuity when’ the dividing line was and better. 
‘The distribution is shown itr Fig: 4 and I would accept these figures 
4 ‘as being significant. That‘is'to’sdy that? there is an ‘association 
‘between change in iris pattern'and poor central vision, although a 
‘few show the change only in the-eye with the better ‘acuity, °° 


IRIs 6/12 and 7, 6/18 to 6/60 6/60 hind worse 

Normal 25 1] 52 
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_ have made no attempt to elaborate the matter by constructing | 
tables showing the relationship to length of history, type of opera- 


tion, visual fields.or tonometer, readings., Such would have tended 
to obscure my main point which is that a tangential displacement 
of the iris pattern may occur in chronic glaucoma in an eye which 


has good central; vision and;/may.. be the better eye of the 


two. This sign may occur early in the disease and its presence is not 
confined to the advanced stages. This irregularity in appearance 
makes it the more necessary for us to be on the look-out. In fact 
this paper arose from my asserting that a patient .was sufferin 

from glaucoma’ on’ the visual’ evidence of ‘one engorged: anterior 
perforating ciliary vessel and tangential displacement of the'pattern 
in one sector of thé iris in one eye. Subsequent investigations on 
the tsual lines’confirmed my view, 
"The appearance has been seen by me’in only one other condition 
aid this may give a clue as to its origin in glaucoma. The patient 
was ‘a man suffering from: megalo-cornea and cataract.” The iris 
pattern was generally atrophic in appearance, but no tangential 
displacement’ was’ seen until the pupil was dilated. The 
phenomenon was then clearly visible and appeared ‘to bé due to 
atrophy or rigidity in one small area at the pupillary margin. ‘With 
the slit-lamp one could see. that the sphincter did not dilate in its 
entirety although the pupil dilated and was circular. It was as 
if a piece of elastic was formed into a band by the insertion of a 
small portion of string. Such a model would dilate into a complete 


circle. with expansion of the rubber and the inelastic segment of 


string would conform to the circular pattern without itself expand- 
ing. If, to such‘a model, contractile radial trabeculae were attached 
it is obvious that tangential displacement ‘would occur.’ So fat I 
have not secured any’ histological material at a sufficiently early 
stage to provide any evidence in support of this, suggestion. 
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Wo Re Doc LAWRENOR 


Tangential displacement of the iris pattern is a common finding 


in chronic glaucoma and may occur in the early stages. It was. 
found to be present in fourteen members of a series of thirty-five . 
consecutive cases of chronic glaucoma. Although. it is almost 


certainly a stage in the iris atrophy which occurs in the advanced 


condition, tabular evidence is presented which shows that it may be - 


found in conjunction with good central vision. It is.a sign sub- 
ordinate to the findings of the tonometer and screen and certainly 
visual acuity is no index of the progressive severity of the diSease. 
As inspection is usually carried out, however, before instrumental 
methods, the observation has a place in routine work. The serious 
nature of the eye condition may be suspected immediately if 
tangential displacement of theiris pattern is observed. 


"TEMPORARY CATARACTS IN DIABETES* 
OR. D. LAWRENCE, M.D., F.R.C.P. 

THE DIABETIC DEPARTMENT, _ f 

i “KING'S COLLEGE HOSITAL 


THE very transient lens opacities that occur in intense dehydration 


of diabetic coma and last,1 or 2. days were recently described by 


Lawrence, Oakley and Barne (1942). Apart from such acute de- 
hydration a few cases of longer Jasting but. temporary cataracts 
have been recorded, , Nettleship (1885) described three patients in 
whom cataracts rapidly .developed as diabetes grew worse and 
cleared. when the treatment either abolished or diminished the 
urinary sugar. In one case ‘‘ symmetrical nuclear cataracts,’ 
which prevented recognition of large objects, disappeared com- 
pletely in two weeks and small print could be read again—this by 


diet and opium treatment which diminished the UOENy sugar from . 


extremely high to. moderate amounts, The cases are not described 
in great detail and the metabolic details are scanty, but the facts 
are authentic and clear. Alt (1906) describes the eye changes in 
a young woman with neglected and progressively severe diabetes. 
One morning while reading at, 11 a.m. she was terrified by a 
sudden clouding of her right and later the left eye and at 5 p.m. 
Alt observed a large subcapsular opacity in the R. eye and radial 
streaks in the left. The strenuous diet she then submitted to re- 
duced her sugar and in. three weeks both. lenses were quite clear 


_* Received for publication, November 24, 1945, 
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CATARACT IN ‘DIABETES 


and opacities never, recurred although she died.in coma “4 months . 
later (I should mention that this author describes a temporary 


eataract as occurring phase of, renal oedema). The fifth case 


is published: by: Braun (1935) who describes an emmetropic boy, 
aged 19:years, who developed defective vision fairly suddenly, it 
seems’ before any treatment...After, six! days of insulin, treatment 
Braun was asked to,examine the eyes, found, bilateral) posterior 
rosette cataracts and:saw them: disappear completely in.a further 10 
days of insulin control. A sixth case of diabetic cataract is recorded 
by: Fischer as under | insulin, but. the are 
very scant 

I had never such until this year, when i in the 
following two cases cataracts both developed and clented up while 
under treatment and fairly accurate observation. 
Case 1.—H.W., a thin male, age 39 years, came under. treatment 


two months after the acute: onset of diabetic symptoms, He had 


been myopic for years (~3-D.) but. noticed no visual changes with. 
the onset and development of diabetes, On diagnosis the diabetes 
was severe—intense thirst, night polyuria 5 pints, blood-sugar 416 
mg. per. 100 m.l.,: but no ketosis. .He was immediately treated 
with insulin, responded easily and left hospital after 12 days with 
notnal blood-sugar tests, on 200 grams C., and 12 units of pro- 
tamine zinc plus 12 units soluble insulin... On the. 4th day of treat- 


__ment and of being sugar-free he complained of blurred vision and 


could see better without his glasses, obviously the usual.temporary 
hypermetropia so common during ‘‘.desugarisation.’’ Both lenses 
were clear before treatment and remained so throughout this, period 
and by’ the 12th day of. insulin his usual. visual focus png aquity 
were re-established, as commonly occurs... 

and tested him. three weeks later and found him in 
diabetic control with a gain of 10 Ibs. in weight. He complained | 


_ that four days after leaving hospital, i!e., 16 days of treatment, his 


‘vision got worse and,that he noticed he could..see better in-a ‘dull 
Aight. I vaguely expected this to be due mérely to further refractive, 

| changes but was horrified to se the opacities depicted in Pig. 1, \ 
the rosette cataract in the right eye actually reaching the centre of — 
the lens and obscuring the macula. As this finding was quite new Pie 


in-my--experience with thousands of diabetic. I did ead said 
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nothing, fully torbe permanent if 


did not'see unitil I found both lenses 


entirely clear. “Phis: intelligent man gave, the clear: stdtement..that 
within four days of my ‘seeing: the cataracts: his'vision: underwent 
a sudden change in day: ‘became: ‘clear. and normal, 
three weeks’ duration! bedes 
No'slitlamp was: beam uncertain where 
exactly these: ‘opacities were situated: It/is certain; ‘however, that 
these changes came. on and went suddenly over a period of: three 
lisédj‘ quite stable.) 

CASE an obese: male, dige 45 years; was seen’ at King 5 
College Hospital only two:weeks:after:acute symptoms of diabetes 


had developed: urine <= 4 per cent.;: no ketosis, .blood-sugar 


380 mg. per m.1. change’ in: vision, but he was a life- 


long myope (+7'D:). His lenses were quite clear. He was ‘put on 


a diet of 120°grams without insulin. “After three days’ diet he 
first ‘noticed misty’ vision and as ‘this: got worse he’ was sent ‘to 
Croydon General ‘Hospital ‘wheré-Mr: T, Davies, D.O.M.S., 
observed’ two” central ‘lens opacities’ ‘and »prescribed Calcium 
Sodium Todide ointment’ and drops.’ re-tested his diabetes after 
fifteen: days of diet ‘and found the urine nearly sugar-free, the blood- 


sugat ‘200° mg! per’ 100 ‘mil., and saw the two ‘central and ?. 
osterior ‘rosette ‘cataracts. examination in four -weeks 
45 days’ diet) Showed'a sugar-free’ urine,’ blood-sugar 140 mg. 


per’ 100'm.1. and perfectly clear lenses. Fortunately the patient 
works for an “optical company and his ‘employer, Mr. F. Ellis, 
D.B.O.A., has kindly furnished detailed information of the lens 


Fic. 2. 


until about the diet. Then eye the 


cataract lessened and, clearing in an outward: and-upward direction 
(see Fig. 2) campletely disappeared iy eight days, Then the left 


_ eye followed suit and cleared in another five days, ae disappear- 
ing in an ie and upward directio / 
The ultimate ret n and ar as before the 


diabetes. 
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Braun, R.—Khlin 


TEMPORARY CATARACT. IN DIABETES . 


These two cases have much in‘¢ommon. Botht were myopes but 


with otherwise norma} eyes when first,seen for diabetes. Both had 
quite high blood-sugar, but no ketosis and no signs of body de- 


hydration although, a; minor, degree is, likely diabetics with, in¢ 
tense thirst, as they had. Both developed cataracts at. a,stage, of 
much, improved. diabetes when the most likely, humoral change:in- 
the ,eye might . be .presumed | be rehydration..,..In,, the, first. the 
cataracts appeared to commence about the 16th day of insulin treat- 
ment and lasted, three weeks..,..[n the second they: seemed. to, begin 
about. the; third: day .of diet and lasted four ‘to, five weeks,..Both 
were similar in their dark rosette appearance and in, occupying , the 
central and upper; quadrant of-the lens. Whether. this: position ‘has 
any. significance. I donot; know... The. process seems quite different 


~ from the very common transient myopia and hypermetropias which 


occur respectively at the acute onset and subsequent control of the 
diabetes and last usually a few days to two weeks, for pers even 
intense refractive changes the media remain quite'clear.- 

My two cages seem to be the first in which cataracts were observed 
both to form and clear up in a previously normal lens. The other 
six cases were first observed when cataracts had already appeared, 
more of, less quickly, in untreated diabetes and they disappeared . 
when the sugar improved (not much by modern standatds) by diet, 
four cases, and insulin, two cases. — 

In my.cases onthe other hand cataracts developed only. during 
the improvement stage of treatment—indeed in the:first. case. when 


_ full humoral normality may be presumed for some ten days. The 


duration of all these temporary cataracts seems to have been much 
the same, some two to four weeks. — 

I have insufficient knowledge (has any one 2), of ‘the -physico- 
chemistry of the Jens to: venture on speculation on the ‘causal 
mechanisms involved in the above phenomena. But. as these 
cataracts can be brought on both by bad diabetes and by its treat- 
ment, the only common ‘causal factor this suggests to me is change 
in hydration, both dehydration in progressively increasing diabetes 

The and disappearance of! ‘cataract in 

two diabetics.under treatment is described. =. 
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SOLAR ECLIPSE=+BURN OF MACULA* | 


THE following case is of interest’ in view of its association ‘with the 
recent partial eclipse of Geno 
2695379, Guardsman W:S:S., ‘lst’ Btn. Scots ‘Guards, aged’ 27 
years, Came to see ‘me on July 12, 1945, complaining of obscured 
vision in the left eye. L qs 
\'History.—No family history. Five years ago he was in Mersa 
Matruh for a year. During this time he was working’ in’ an out- 


Towards the end of the year, he noticed that he was not seein 
so well with his right eye. He was seen by an 'oculist at a’ Britis 


"Partial solar eclipse asseen Shadow as seen by 
Northern Italy, Guardsman 


FUNDUS DIAGRAM 


AGE 


Military Hospital .and told that he did not need glasses, that the 

vision in the right eye was rather worse than the left, and that 

perhaps it was due to the sun. It hasiremained the same since, and’ 
* Received for publication, September 29, 1945.) 
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SOLAR ECLIPSE—BURN OF MACULA 83 
he has thought'no more about it... Four days ago thete was a. partial 
_ eclipse of the sun. He was told about it by: a friend and had a look 
- at-it through an ordinary cheap pair of smoked glasses.. He says 
thatialthough the sun seemed very bright he was determined to'see 
it and had a good'look lasting some seconds, probably. about five. — 
He did in fact manage to see what he was supposed to see, but ever 
since then, he has seen a black shadow. in the centre of his vision in 
the left eye. 
The partialeclipse was: well seen in Northern. Italy;and I myself 
. saw it in various stages (though with better precautions than his). 
. At its maximum, which was about the time he looked at it, it 
appeared, to my inexperienced eye, to’ be about 33 per cent. 


On Examination.—R.V.=6/24 rapidly, but can struggle down Bee 


to some letters of 6/9 by moving’ his eye from side to side. 

__L.V.=6/9 with one mistake and some letters of 6/6 but 
with a black shadow in thé centre. The shadow is the exact ‘shape 
of the uneclipsed portion of the sun’ which he describes: 
putting the moon shadow in the right place. - 

Both maculae show an’ identical appearance. There is no ‘light 
teflex. The macula has'a dark red. Spot in the centre about 0:25 mm. 

with a very pale area surrounding it of about 0-75 mm. ‘diameter. 


There is no appreciable error of refraction and no lens i improves sd 


his ‘visual defect." 
July 20, i.¢., 12 days after the eclipse: —Right eye: 
Left eye: Vision=6 /9 and 6/6 partly, i.¢., unchanged. He still 


sees the same shadow, but it is less distinct and is Sad alight: to is 


one side of the centre of vision. 
On examination.—Left macula now has ee light ellen. Pale 
“area has become less marked ‘and is normal, 


Comment 


“Ati is difficult to , decide whether this man has a true macular burn 
‘in each eye; the right as a result of prolonged exposure in the 
desert and the left as a result of a few seconds exposure to the sun 
_ rays partially filtered by smoked glasses, or whether he is'a case of 

primary macular degeneration aggravated by sunlight. 

have seen three cases of macular damage which ! attributed 
to sunlight. .All-were in men who had served more than three years 
‘in the Western Desert. Their maculae were not like these, but 
‘ave. thea appearance ‘of ahole, 
1. Rycroft has seen a larger number which he attributes 
to Yesert service, but they also had ‘ holes,” either true 
or false, at the macula. 

Holes at the. macula after eclipse blindness have been reported 

by Harman and Macdonald, 1922; Rauh, 1927; Wiirdemann, 1936, - 

The in this. case are not. those of, holes. There is 
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ho! parallax, and the is:far better than would ibe the case with 


holes. It is possible: that.a hole:will develop: in the 
out the left appears tobe. recovering. 


The fact that:he-is emmetropic is’ weithiG a macular 
ic the sunlight would be focused exactly on:the macula, 


CASE OF ECLIPSE BLINDNESS* 


| H, aged. 25 years, This patient has always. had, ‘good 

Sight and at one time was the best shot in his battalion, So far as 
is known there was no deterioration in. vision until the onset: of 
the present condition, There was no previous ophthalmic history. 

On July 9, 1945, he looked: at the, partial eclipse of the sun, on 
the first occasion through a photographic. negative for about one 
minute. and during the succeeding, hour on three separate occasions, 
‘each.of about twenty seconds, any ‘protecting screen and 
Mainly. with his, righteye. 

He first noticed symptoms on following. morning. On wak- 
ing he'had a slight.ache in the inner corner of the right eye and 
immediately found that vision was: blurred. in. this eye. Three 
days later he. was.referred to. the Ophthalmic, of a 
General Hospital in Italy. 

Qn examination, V.R. was 6/18 letters)..: was. 6/5. 
Both eyes were emmetropic. , He volunteered the statement. that 
when he looked directly at a letter on the test card he could only see 
each side of it. There was’no evidence of inflammation in either 
eye. The pupil reactions were normal and the media clear. The 
only abnormal finding was at the right macula where there was a 
- circular hole, about $ disc diameter across, with a flat base and 
steeply sloping. sides. Around it, a faint ring reflex, due to oedema, 
could be-seen.. Examination with a Bjerrum screen showed the 
presence of a circular central scotoma of 1° to. a 2 mn. ‘white 
object and of about ‘2.5° to red. 

“On the following day he became aware of a ‘Circular black spot 
‘in front of the right eye and. was conscious of this for three days. 
_. One week later the macular oedema had subsided but apart from 
_this there was.no change. -One month after the eclipse, some ir- 
regular patches of fine pigmentation had appeared around the 
-hole. The visual acuity, in the right eye was still 6/18 (arty) and 
the scotoma could be demonstrated as before. 


‘Received for September’ 29,. 1945, 
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cases after war’ injuries. 
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Consent case ai “described, ‘which 
the 't pical features of this: condition—diminished vision, 
éoming on a few hours of exposure t6 the sun; the presence 
‘of a scotoma and a’ ‘macular hole.” The ‘macular’ and 


diminished visual acuity appear’ 


| 


iltustrates” the value’ of in an ey e 
with siderosis bulbi even in afi’ advanced state’ and’ is” thought 


worthy of publication’ in’ view “of possible ane ‘such 


* Received for publication, September 29, 1945. _ 
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Sgt. T.C., aged 35 years, attended the out-patient department 
of a British General Hospital in Italy,.on February 13, 1945, com- 
pisining of pain in his right eye which he stated had been blind 
or over a year. Questioning elicited the facts that he had been 
injured by firing a rifle at a “‘ dead’ grenade 20-30 yards away. 
He had made no complaint of the eye. at the time and no radiograph 
had been taken, Vision remained the same for some time but began 
to deteriorate rather less than a year after the incident. For the last 
_ two or three weeks. the eye had been painful, 


‘On general examination the most striking feature was the dif- 


ference in colour between the two eyes. The normal left eye was 
a light blue while the right’ was a dull brown. Inspection of the 


‘fight eye showed the cornea to be- oedematous and infiltrated with 
Ss be dai of dark brown pigment. The anterior chamber was shallow, — 
the pupil active, the iris a uniformly dirty brown colour, but with a 
_ visible pattern, and the lens was opaque. The tension was markedly — 
“raised, thus accounting for the pain. Vision was reduced to P. ie 


-and.the projection of light was noted as inaccurate. - 
» 'The-left eye was normal and had vision of 6/5. 


On slit-lamp examination of the right eye a punctate infiltration 


of the sub-epithelial layer of the cornea with fine brown pigment 
granules was seen over the whole area; there were no cells on the 
posterior corneal surface. The anterior chamber was shallow and 


without ** flare.’’ The iris, diffusely discoloured with brown pig- 


ment, showed no sign of atrophy or inflammation, Subcapsular 
deposits of pigment were seen in the lens, but there. ‘was no dis- 
colouration of the opaque lens cortex. 

The patient was admitted to hospital and. treatment with miotics 
promptly reduced the tension and relieved the pain. X-ray of the 
right eye showed the presence of a radio-opaque I.0.F.B. and 
on March 19, posterior sclerotomy was performed. 

Operation.—Under local anaesthesia and sub-Tenon infiltration 


with 2-per cent. novutox,.a conjunctival flap was reflected in the © 


infero-external quadrant. \Cautery haemostasis was maintained. A 
3 mm. linear stab incision was made in the sclera 10-12 mm. from 
the limbus, using a broad needle as the active ‘pole of a diathermy 
apparatus with a current of 40 milliamps. By this means a reaction 
was obtained in the choroid and retina which reduced the risk of 


subsequent haemorrhage and’ detachment ; at’ the: same time there 


was little tendency for the edgesof the scleral wound to gape. The 
tip of the giant magnet was applied to the wound and a metallic 
foreign 6 2 mm. x 1 mm. in size was removed without difficulty. 
The Bais edges, were cleared. No scleral suture was required. 
The. area was, insufflated with penicillin, in sulphathiazole (2,000 
units Na, penicillin per gm. .),and the conjunctiva closed. 

_ After the spoation the patient stated that. he was, mt beginning 
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to see, of, course could only: refer.to the brightness of 
light and may have been purely, subjective. His projection of light 
was.tested on April 2.and was recorded.as accurate above and tem- 
porally, and inaccurate below and: 18, it was 


+ 
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This Soe was saci objectively by throwing a narrow beam 
of light into the eye when it was seen that while the beam entered 
from the temporal side the pupil contracted, but when it entered 
_ from the nasal side ‘between ‘clock there was no 

On April 24° the case was” by 
‘R.A.M.C. ‘Adviser in Ophthalmology, who ‘reported: ‘* there 
is definite projection in the mid line and temporal field. Removal 
of the lens is justified.”” Accordingly the next day he carried out 
a ‘simple extraction. 

Operation —Under local anaesthesia and a facial nerve block 
and. a retro-bulbar. injection of 2 per cent. -novutox. No speculum 
‘was employed i in view of the tendency to.raised tension. Retraction 
was by lid sutures and a superior rectus stitch gave good exposure — 
and firm control of the eye without global pressure. A No. 0 silk 
mattress, suture. was - through the supe cial layers of the 
cornea at. ‘‘ 12 o’clock ’’ within the limbus pHi through the con- 
" “junctiva, outside the limbus but not tied (Stallard suture). The 
Joop was drawn. well: away from the globe. , A Graefe section was 

made extending from | “10 o’clock to 2 o'clock,” the point of the 
knife, dividing the anterior. capsule on its way across the anterior 
chamber. _As the section was completed the knife emerged between 
the two. ‘arms of the mattress suture. The lens was delivered. in the 
usual ways. the iris, replaced and. the, mattress’ suture tied. ere: 
was no vitreous loss.’ The. superior rectus stitch was removed, the 
eye, closed and. the two,lid sutures, tied. together, Examination of 
‘the lens cortex revealed no ferrous graniles, saat 

Recovery was uneventful: and a month later, the corrected vision 
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was’ 6/12: 'Slit-lamp examination at this ‘time showed punctate ‘de- 
posits of ferrous pigment’ on the posterior ‘capsule. ‘On' May’ 15, 


t 


discission’ of the post. capsule was performed with’a Ziegler knife 
and a good gap obtained. ‘The’ patient’ was’ last'seen ‘on July 6. 


Vision was then correctable to 6/12.’ The visual field was contracted 


down to 45° on the ‘temporal side and to 20° on the nasal side.. 


_Fundus details were seen but-hazily. The patient returned to duty 
in Medical Category A.4. 


THE EFFECT OF OPERATIVE ALTERATIONS IN 
THE HEIGHT OF THE EXTERNAL 
RECTUS INSERTION* 


BY 
Foster and E. C. PEMBERTON 


Iz, will be observed from, the literature that. operative correction of 


the. vertical .element, of convergent. concomitant squint is more 
readily undertaken in America than in England,,,... 
. Such,correction is usually obtained in America by operating, on 
the superior or inferior recti and obliques, and may precede, opera- 


tion on. the horizontal muscles. 


is more informative than the major amblyoscope in, cardinal _posi- 
tions above and below the horizontal, may, be responsible for this. 
~The writers venture to doubt if there.is in Great Britain’ even 
a single set of the large (37 mm.) Square prisms which facilitate 
‘quantitative application of Duane’s test. These temarks in nd way 
decry the accuracy of the synoptophore as an indicator’ of’ the 
degree of fusion or the horizontal or vertical angles ‘near the 
horizontal plane and with which all measurements in this paper 
“were made. Where marked alterations in the vertical angle take 
‘place® durifig; horizontal movement, an operation on ‘a vertically 
acting réctus or an, oblique muscle is unavoidable, ‘but where this 
_angle is small and constant, attempts have been made by certain 
_ European ‘surgeons to correct this vertical element by raising or 
lowering the external rectus while advancing’ or resecting it. 
~ Differing opinions have been expressed’verbally to me’ by col- 
leagues, on the effect of deliberately raising’ the insertion. Some 
believe it elevates the eye, others that it depresses it, 
“Ronne (Acta Ophthal. 28. T.fasc.1, p.’48) has expréssed the third 
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-Heicht! of THe ExrernAt RECTUS INSERTION 89. 
that, if thes muscle-is. raised: waising the conjunctiva,: 


there is no_vertical effect at all. 
In an attempt to settle this problem, as Bate clinical results 
had beef’ uncertain (Trans, Ophthat. S00. U 1942 LXII. 320) 
the external rectus was attached to the upper pte of the limbus 
.. under surface cocaine anaesthesia i in two ai prior to excision, 
andsappeared to depress the eye. 


"Qualitative effect 


Careful measurements in:26 squint cases on 
__ or assistants since that date, did measured by E. C. Pemberton, — 
~ Senior Orthoptist at the Leeds ‘General, Infirmary, show that ‘the’ 
converse is the case. Elevation of the insertion of the external 
rectus ‘elevates the eye, lowering it depresses the eye. The same 
rule applies to two cases where: the internal rectus insertion ‘was 
displaced vertically. 
Theoretically one would expect cyclophoria to follow, and this 
did in occur in two though: serious effect. 
Quantitative effect 
The external rectus in an eye with convergent squint varies so 
greatly in breadth: and thickness, that one would not expect the 
same elevation of the globe from an identical procedure in each 
case. The figures given below are onl averages, but in practice’ 
have proved consistent enough to be of Help in making a decision 
clinically. ‘It would appear that of the muscle’ 
increases the vertical effect. 


Whole width-raising with resection advancement = 


_ Whole width raising with resection alone 
'. Half width raising, with resection and advancement. = 94 
_ Half width raising with resection alone. = 5-44 


Half width raising = 2758 


In the tabulated results: which follow, the horizontal error is: 
quoted in degrees, and the vertical’in prism dioptres, according to 
the usual convention for synoptophore measurements. The 

_ measurements were: taken (a) pre-operatively and (b) one week (c) © 
one month post-operatively, 

In one case owing to a misunderstanding, the muscle was raised 
instead of lowered, thus aggravating the error to an extent con- 

sistent with the above 
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Operations Involving Raising/Lowering of 
“of Hypertropia 


‘Pre-op, 


Operation 


1 week 


Final Devid 
1 month 
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‘The figures in the labelled. ‘‘ ‘operation.’ represent the 


“recession, resection, and advancement respectively, in, millimetres. 


Cf. 5:7:38 5 mm, mm. 3.mm. 


advancement. 


Six Nos. 1, 2, 6, 21, 26 of ‘these..cases were orthoptic 


‘treatment, ‘anid it’ Was hoped: that alteration. of| the vertical, at the 


same time'as that the horizontal element, might lead to. single 
binocular vision.’ Tn three ‘cases this was achieved within.a month, 
and in two others the continuing improvement in the squint leads 
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moved. 


junctiva. 


IN 1942, a woman, aged 61 years, complained of . 


orthoptic ‘department ‘to’ think that! it will. Still.occur. In, one. 


other case there is no possibility of .it occurring. Single binocular 
visidn also occurred in two. cosmetic, cases after 


operation. 


__ As the conjunctiva was comptetety detached fron the muscle - 
before Advancement. or resection, and carefully replaced in its _ 


original position afterwards, it is difficult to believe it has any effect — 


on-the of ‘the eye in our cases. 


T he of raising or lowering: the rectus insertion 


on twenty-six cases of concomitant’ squint suggest that :— 
(1) There is some justification for this when the: vertical error is: 
constant, and less than 114 at all horizontal angles. 
(2) The eye moves. in the direction in which the insertion is 


(3) This movement is ‘independent of the positon of the « con- 


MENINGIOMA OF THE TUBERCULUM SELLAE ~ 
WITH BI-TEMPORAL HEMIANOPIA* 

BY 

w. R. Marne 

EDINBURGH 


to see with the left eye, duration three months, but vision was R.E. 
6/18 and L,E. 6/18,and was corrected to R.E. 6/6/pt. and L. E. 
6/6/pt., in spite of early lens opacities. Later‘her physician, Dr: 
Ivor Menzies, reported the general health satisfactory and the 


Wassermann reaction negative. Dr. A. H, H. Sinclair kindly'‘saw 


her later in consultation, confirming the fields and adding further 
points, whilst Dr. Malcolm Farquharson’ reported Ear, Nose and 
Throat examination negative, as likewise were X-rays, taken by 


Drs. King and Allen. 
Mr. Norman ‘Dott operated on: 12, 1944, after further 


investigations huinbar and 
gram. 
.. In May, 1948, vision with clans was R. E. 6/18, L. E. “6/12, 


and though field’ defects were instinctively suspected, the: diminu- 


‘tion was too largely ascribed to lens changes,,and field. examination 
‘deferred, though partly on account of ‘her temperament, which it 


* Received for publication, 31. 
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fear that, was Jater proved to be«well founded. She was directed 
to ‘teport. immediately, however, should. there -bé any. further. de- 
“velopments,” but she did-not-come. till Noveriber 1943, by. this. time 
_ complaining ‘of hemianopia-of three montlis’ duration, “and 
was R.E. 6/60,.L.E. 6/18... 

of developing a clinical. ‘and “of. 
it-in-plarining and making one’s scientific” investigations 
patient's case, to be emphasised by’ Foster Moore in his.” 
Clinic’ at Moorfields, and had this advice been followed here, there | 
is no.doubt thatthe diagnosis would have been smadé and 
perhaps grey ‘fields. found (see Trans. ‘Ophthal. Sees: U; Voli 

Tension Noveniber, 1943, was R. E. 23, E: 23. 

Lenses showed some early opacities but by. this time, Noveanber 
1943, it was obvious that the diminution in vision’ was' greater than 
the lens opacities could account for... 

Fundi showed, in November 1943, optic atrophy, more temporal 
than nasal, more marked in the left optic nerve, and the — of 
the left disc appearing more clearly cut. 

The tumour at operation was found to be mainly anterior to the 
chiasma and pressing»on.the medial side of the right optic nerve, 
which was stretched Over it laterally, but also extending backwards 
below the chiasma,-flattening it, and a portion extending upwards 
to the posterior aspect of the’ chiasma, a 
well with’ the field findings. 

Fields ‘wete characteristic of tumour, bitemporal 
hemiangpia was.present,~the form;. “and 


CHART 1 Nov, 5, 1943 


OF 


Mrs. B., Nov, 10, 1943 
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“(1) General depression is present,and is associated with nerve 
_ compression, for instance, the isopter for 2/380 (white) being'so — 
reduced that its ‘normal position’ is, se speaking, occupied by 
the ‘isopter for 60/330 (white) as shown in Chart (2). Chart (8) 


\ 


= 


Mrs. B., Nov. 9, 1943 

(2) Temporal slope for the outer isopters, an early type of change, 
is shown in Chart (2) R.E., and is probably associated with pressure 
on the infra-medial aspect of the right optic nerve. 

The inner isopters such as 6/380 (white) and 3/330 (white), show 
a more advanced stage, amounting to hemianopia, the progress 
being cum clock, but the recovery counter clock, and remarkable in 
Quadrantic defects in the left eye seen in the. eatly’ stages 
in Charts (2) and (3 left), advance to the fixation point in Chart (4 
left) and partly recover in Chart (6). These quadrantic, defects: are 


probably. to ‘be associated’ especially with pressure,'on; those fibres 


from the left optic:nerve which pass into the.genu in the right optic, 


nefve after crossing the chiasma in its anterior part. 


progress in the left.eye, as is; typical‘in pituitary region. 


tumours, is counter clock and in Chart (3 left).is shown’ to have. 


Mrs. B., Jan. 7; 1944 
invaded the nasal field ,for:2/2000: (white), whilst left) 
demonstrates the cum clock recovery...) 
_ (4) Bitemporal hhemianopia, incongruous and. non-scotomatous, 
duly developed as the more complete: picture: of fields, due to a 
tumour; mainly pre-chiasmal, and pressing »more on: one-:optic 
nerve, though also on the chiasma. The progress in the: last: few 
months was rapid as seen in Charts.(2), (3), (4); (number.4, being 
_ taken in’ Mr. Dott’s Department), with invasion of the nasal field 


as seen Chart (8:left), in:the isopter: for 2/2000 (white) and in 


Chart tight) 


\ 
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45) Comparing the right. and left fields. it.could; be easily, under- 
stood;that' the tumour pressing on the medial side of the right optic 
nerve would produce a. compatatively clear cut/hemianopia, 
» But as the tumour did not press,similarly on, the left optic, nerve 
the development of the:left hemianopia requires explanation, which 
may perhaps be as follows. "oc : 


(ay. 


Mrs. B., Jan. 7, 1944’ Ine 


_ First; the tumour pressing on. the right optic nerve, would pro- 
duce in the right eye the temporal slope seen in Chart (2) and then, 
as it increased in size, it would -produce the practically complete 
shemianopia seen'in Chart (8 right)... 

_ Then, .as the tumour: extended towards the) chiasma it. would 
press on the fibres from the lower nasal quadrant of the. left. optic. 
nerve, either as they passed across the anterior part of the chiasma 
or probably at an even earlier date in the sharp, genu these fibres 


Pe S| 


fotm:in the*right optic nerve, before: proceeding to: the! right ‘optic 
tract.' Such pressure could produce the upper:quadrant defects seen 
in the left fields, Charts (2); (3) and (4). 
‘Phereafter the tumour, ‘extending still further-wnder the chiasma 
and behind “it; as found at operation, would press onthe fibres 


Mrs. B., Feb, 4944, 


from the upper nasal quadrant of the left retina, either as they 
passed across the posterior part of the chiasma before proceeding 
to the right-optic tract, or as they enter the right tract, or probably 
‘at'an even later date, in’ the blugt genu these fibres form ‘in the 

_. Such pressure could produce the lower quadrant defects ‘seen 
(3 left), 6/2000 (white) and 2/2000 (white), Chart’(4 left), 
§/2000 (white), arid it'is to be noted that it: was only at the com- 
‘paratively late date when this chart was made, and when the tumour 
“was probably progressing rapidly, that hemianopia manifested 
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itself in some isopters and as a fusion of upper and lower quadrant 
(6) Recovery is greater in the right than-in the left fields, and 
with this may be ‘associated the more ‘marked disopliy the left 
optic nerve, seen ophthalmoscopieatly. 


Both the lesser degree of recovery of the'left fields and the greater 
degree of atrophy of the left optic nerve may perhaps’ be ‘associated 
with the ‘idea that ‘whilst in the case of the right nerve the tumour 
pressed on the nerve where it could be stretched, and stretched it; 
producing for'the most part only physiological block, the tumour 
pressed ‘on the left nerve ata point where stretching was not pos- 
sible, that is, in the less elastic chiasmat ‘region; definitely damag- 
ing the left nerve ‘fibres.- Charts (3) and (6) show that’ the right 
fields had greater hemianopia and greater recovery, and at opera- 
tion the tumour was actually found to have flattened the chiasma, 


A 


- 


so that again it is. deinon 


Use a perimeter illuminated’ by’ Sampson’s Method, and a 
Bjerrum’s Screen by Messrs.\Clement Clarke’s Method...) 
Let us suppose the right eye has lost fixation, 
-. Place before. the left eye a red glass and also an amber glass, 
and examine the fields of the right eye with Traquair’s green discs 
as supplied by Messrs. A. H. Baird, Edinburgh, or use a green and 
also an amber glass before the left eye, and examine the fields of 
the right eye with red discs. Several isopters should, of course, 
be examined avoiding, as far as possible, mechanical contrivances, 
and if necessary a very large fixation object of white paper may 


strated, this time ir the matter of recovery, 
that the fields and the ophthalmoscopic appearances, and the con- 
dition at operation, are allin-harmony. 
(7) Field examination when one eye haslost fixation is of interest. 
_in this connection, and may be done as follows :— io 


CHART 
Mrs. B., Oct. 23, 19446 


This case of, meningioma of the tuberculum sellae is one where 
_ particularly Mr. Norman Dott’s notes repay-reading in detail, and 
one in which practically all the pre-operative.evidence was ophthal- 
mological and ‘specially shows the value of field examination and 


the great onus on the ophthalmologist. 

In what is .written above only the outlines of the ophthal- 
mological examinations are given, but even these outlines show 
how the varying visual acuity, the onset, course, and recovery of 
the ‘incongruous bitemporal hemianopia, the ophthalmoscopic 

ippearances, and the appearances at operation were all in harmony 

On October 28, 1944, vision with glasses I had prescribed in 
1942 was, R.E. 6/6 and J-1,,.L.E, 6/9 and j : 
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Procress Note. December 30; 1945. Dr. Batkin. 


Patient has remained in good health since discharge from — 
Bangour Hospital in February, 1944. ‘The recovery of the vision 
has beer maintained... Manages fo perform co duties, 
but recently tendenc to tite has been noticed. 

No headaches. “No diplopia. 

Visual 6/9 (partly), ‘6 ‘Vistial 
J.2, 6/6 (partly). Visual fields to confrontation full.on. the right — 
side with’ gnly a deptession j in left te poral 
field. 

External full. Pupils moderate in size, 

_ Tight reattion shade less brisk in the left side as compared to the 
right. Normal fendi; ; left however, 

The satisf tory. improvenient has during the . 
past, year, an patient ph ical eondition 


in regard t to her 


T. Lyne, Air R. A. F.V.R. 
CONSULTANT IN OPHTHALMOLOGY; (RiA.F. OVERSEAS 
A. G. Cross, Wing Commander, R.A.F.V.R. _ 


LOCAL ADVISER IN OPHTHALMOLOGY, R.A.F., A.C.S.E.A. 


J. F. Simpson, Wiig’ Commander, R.A.F.V.R. 
 RORMER ABHOR EAR, NOSE AND| THROAT 


Squadron Leader, R.A. RVR. 


sac has been the routine operation in most eye 


* Received for publication, December 19,1945.) 


REPORTS of the spice tesults of the operation of dacryo-. 

cysto-rhinostomy, in cases of chronic dacryocystitis associated with, . 
obstruction of the naso-lacrimal duct, have been published in recent. 
years by Morgan,' Yanes,? Lethrop,* and others, but: this 
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~The idee of draining a:mucocele of the lacrimal sac into the:nose 
dates from the epochs of Celsus, Galenus, and Paulus, Aegineta,* 
but ‘dacryo-cysto-rhinostomy performed: by. the external. route ‘was' 
first-deseribed by. Toti in: 1904,§ gait ‘was; modified by 
Dutemps in 1921.°78 

-The purpose of this asticte is not to. jeovbe: a sei procedure, 
but to stress the advantages of the ‘* anastomosis,” operation from 
the point of view of producing a functional cure, to introduce some 
new ‘points in surgical technique in the light of recent experience, 
_ and to: show that cases in which an operation for excision of the sac 
has previously been carried out are not necessarily unsuitable for 
the operation due, to the fact. that (a) the sac may not have) been 
pig excised or even excised at all, or (0) a, 

”” lined by epithelium may have formed, 
watering eye, in civilian life, is a most 
ing symptom, even if it only occurs on exposure to cold weather or 
bright light, but, when occurring. in a pilot, or other member of - 
aircrew, the frequent ‘necessity for wiping. away the, tears which 
tend to cause blurring of the vision, and fogging. of the goggles 
or spectacles (if worn), may. be so distracting as to produce a crip- 
pling disability rendering him unfitfor flying duties... 
The presence of a mucocele of the lacrimal sac, which is not 
acutely infected, but can be..“.expressed’’ by the patient at 
suitable intervals during the day, does not cause continuous 
epiphora, owing to its reservoir action. It is, however," ‘@ constant 
potential source of infection, and may give rise, not only to re- 
current acute attacks of dacryo-cystitis, but also to attacks of con- 
junctivitis or corneal ulceration. A patient suffering from a simple 
mucocele of the lacrimal sac, unassociated with septic comiplica- 
tions, will not, from his own point'of view, derive any benefit from 
having his sac’ rémoved, because, instead of the’ occasional néed 
for digital expression of the sac contents, he will be affected with 
_a’more or less constantly watering eye. Such a ‘patient will, how- 
ever, derive much benefit from a dacryo-cysto-rhinostomy, whereby 
anew and direct channel is made from the lacrimal ‘sac into’ the 
‘nasal cavity. Moreover, it hasbeen shown: by Hughes; Guy and 
Bogart;® that bacterial cultures are more frequently ‘obtained from - 
The commonest site! of odctisston’ of the. is 
probably at its upper end, in the region of its junction withthe sac. 
During ‘the last five'years, numerous examples of occlusion by 
trauma have been encountered. Air ¢rashes may, (in Spite of the 
“ harness'” worn’ in’ most operational aircraft), cause’ thé pilot’s 
head:to be thrown forward and to‘hit the instrument panel or rudder 
bar, resulting in fracture of the facial bones. The‘bone inthe — 


‘ 
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of the naso-tacrimal canal may thus be broken, the fragments press- 
ing upon, or teating, the ‘naso-lacrimal ‘duct, or lacrimal sac. It 
has been possible, in several instances, to:'demonstrate at operation 
the presence of portions of partially detached bone causing such 
obstruction. These fractures are, frequently, difficult to: detect 
radiologically, owing tothe small and flake-like nature of the frag- 
ments, but some information may be obtained from a stereoscopic 
antero-posterior view. It might be suggested that, in such cases, 
removal of the offending fragments of bone would result in restora- 
tion:of the patency of the tear tract. The formation of scar — 
however; renders such’a possibility most unlikely. 

A history of previous attacks of’ acute’ dacryo-cystitis' is not a 

contra-indication to the operation of dacryo-cysto-rhinostomy, nor 
does the presence of a lacrimal fistula prejudice a good result. 
Furthermore, a satisfactory result may be obtained when excision 
of the sac is said to have been already some 
modification of technique may be necessary:) 
- It has been stated that a Serious complication of the aibaschitielais 
operation is the occutrence of conjunctivitis whenever the patient 
has a cold in the head.”” This has been observed i in one case aly, 
mild and transient in natures’ 


Technique. 
examination —An examination. of the. nasal 


(including X-ray examination if indicated) is made, and any. ob- 

vious: abnormality or infection, e.g. nasal polypi, sinusitis or a 
grossly deflected septum is dealt with before the. operation of 
dacryo-cysto-rhinostomy is undertaken, so that as far as . possible 
a clean field of operation is available... ... .. 

a certain number of cases lipiodol has, into the 
eo sac and the site of obstruction demonstrated radiologically. 
‘This has invariably been situated at the; upper end of the scam 
lacrimal duct... 

Preparation and. —The: on. the affected 
bide is packed, half an hour before operation, with ribbon gauze 

‘ soaked in equal parts of 10 per cent. cocaine and.1/1,000 adrenalin, 
as in all intranasal operations. This limits haemorrhage from the 
nasal mucosa when it is incised. 

: Local or general anaesthesia may be employed, the latter being 
more. satisfactory, and invariably used in our series of cases, It 
must be given through an intra-tracheal tube, the nasopharynx 
being packed to prevent blood draining- downwards into the 
bronchi. An ether and oxygen mixture is. usually employed. Pre- 
medication of opoidin gr. 1/3rd:and scopolamine gr, 1/150 is given 
one hour before operation. A quarter of an hour before the incision 
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is made, an injection of 2 per cent, novocain and 1/1,000 adrenalin 
is given freely into the'soft tissues’ between the root of the nose and 
inner canthus, and between the inner end of the eyebrow and inner 
part of the lower orbitat margin. This helps to reduce haemorrhage 
when the incision is made in this very vascular area. =~ 
Operation.—The site of the incision, (Fig, 1), is higher and more 
medial than the classical one, as described by Toti. It is commenced 
midway between the inner canthus and the root of the nose, and 
carried down the’ side of the nose, curving slightly outwards, so 
as to end about an ‘inch below The 


Site of skin incision. 

incision is carried ‘right to the bone ‘through. the soft tissues, and 
- all the tissue, including the periosteum and the attachment of the 
internal lateral ligament, which lies on the lateral side of the in- 
cision, is detached from the bone in one layer by means of a 
periosteal elevator, and displaced outwards. When the outer lip 
- of the incision is retracted outwards, the lacrimal sac and upper. 
end of the naso+lacrimal duct, (Fig.'2), are seen lying among the 
_ structures so everted. The inner quarter of the rim of the orbit - 
should be thoroughly exposed, so that the fossa for the lacrimal 
sac is accessible in its entire length,, No, attempt should, be,made 
to, dissect out the sac or duct before this is: done, as, the fossa. is the 
guide to the sac. Bleeding. points are secured in the usual way with 
fine artery forceps,, but in addition, the-use. of a. 1 SE ” is 
desirable in. to the, operation field quite dry. 
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5 
“FRONTAL FORMING 
ROOF OF ORBIT 


NASAL Process 
oF MAXILLA 


tt 


ir Orkital at lacrimal bone with the ‘adigining. 
by interrupted lines. A—process downwards forming inner wall 

‘nasal duct and joining inferior tui binate. B--hamuler process. C— 

Jacrimal crest. .The continuous line shows the amount: of. bone 


_Temoved at operation. 
The of the Human Skéleton,” E. Frazer), 


“The of the’ thedinlly placed incision, as > 
‘one immediately over the sac, are two.’ First, it prevents damage 
to the lacrimal sae’ in ‘the’ early stages’ of the operation, ‘and, 
secondly, it prevents the formation of a ** Mongoloid fold,” which 

‘may be the sequel of an incision too near the inner banthus,: ‘When 
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the inner wall of the fossa for the lacrimal sac has been thoroughly 
exposed, and the sac retracted outwards by means of a self-retaining 
retractor of the mastoid type, sufficient bone is removed from the 
inner wall of the fossa and its neighbourhood to Uncover an area _ 
of nasal mucosa of about the size of a sixpence. This is carried 
out by means of a small mastoid gouge and hammer, and the use 
of nibbling forceps, as required. It is-essential to remove an ade- 
quate amount of bone in the neighbourhood of the fossa, in order — 
to facilitate the easy anastomosis of the lacrimal sac to the nasal 
mucosa. This exposure of the periosteal aspect of the nasal 
mucosa usually entails:removal of the entire lacrimal bone, a por- 
tion of the nasal process of the maxilla, and the neighbouring 
portion of the lamina papyracea of the ethmoid (Fig. 3). In so 
doing, ethmoidal cells may be opened, but this need not cause 
anxiety, and any portion of the ethmoidal labyrinth which obstructs 
easy access to the nasal mucosa may be confidently removed. If a 
large middle turbinate is encéuntered which may cause some ob- 
struction to the new anastomotic channel it is wise to postpone 
its removal until later, as, otherwise adhesions may form. Identi- 
fication of the lacrimal sac is:not usually difficult, especially when . 
it is distended to form a mucocele, but it is desirable’ at this stage 
to pass a probe along the lower canaliculus as a routine measure 
in order to aid and confirm its identification. This is especially 
necessary if the'sac is fibrous as a result of disease or trauma. 
The next step is to carry out an anastomosis of the medial wall 


of the lacrimal sac with the nasal cavity. This is done by means 
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Fic. 4. 
Nasal mucosa exposed after removal of bone, showing site of incisions 
to form nasal flaps. ; 


i 
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Nasalfflaps cut.’ Site of incision for lacrimal’ flaps shown. The upper’ 

end of'a probe, which has been introduced into the nostril, is seen | 


tice 


Fig: 


Posterior flaps sutured. Anterior flaps ready to be sutured, The end * 
of a probe which has been passed through the lower punctum along the 
lower canaliculus is seen lying between the lacrimal flaps; and the 
upper end of the other probe which has been introduced through 
the nostril is seen lying between the nasal flaps. 
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of,two posterior flaps and. two. anterior flaps cut from the. lacrimal 
sac.and the nasal mucosa, shown in the accompanying diagrams, 
(Figs. 4,to 7).;In order to ensure, that the nasal flaps can be re- 
flected. correctly. it may, be necessary to ‘‘. square up,”’ the bony 
margins before: inserting the sutures. The suture employed. is 
No, 6/0,ophthalmic,catgut,. with: eyeless.needles., The iskin wound 
is closed: interrupted silk sutures, firm, pad and bandage 
one haemostasis, and are retained for. twenty-four, hours. 
After-treatment.—-The. dressing is changed at the end of twenty- 
ton hours, and. re-applied daily for four-or five days, after which 


Suture of anterior flaps., 


It has not Beh found necessary to carry out ‘post-operative probing, 
or frequent syringing of the new ‘anastomotic ¢anal, and it is con- 
sidered that absence of free patency on. gentle syringing at the end 
_ of five days is an, indication: that the operation is a failure, 

During” the first week after the operation, some epiphora_ may 
continue, owing to post-operative swelling of the soft tissues, but, 

in a successful case,! it ‘will’have’ ceased“at ‘the of this period, 

when, as a rule, the patient leaves hospital... 

M. odified operation, in cases where the Secrkwal sac is contracted. 
—In. certain cases, it has been found impossible to, make. satis- 
factory flaps from the sac, on account of its small size, The;sac 
may be so fibrotic as to be unidentifiable, or so small as to preclude 
the cutting of flaps. This does not necessarily mean. that.a good 
functional result.cannot. be obtained. When, the probe ‘is passed 
along the lower canaliculus, as previously indicated, it is. mently 
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110 KEITH ‘LYLE, AND OTHERS 
‘put: firmly pushed on, $0 asito appear in’ the’ cavity of ‘the: wotind, 
a small incision being made: with scalpet if necessary, to assist 
this manoeuvte. ‘Scarred remains of the inner wall of ‘the sac are 
then removed: ‘A single anterior flap of nasal mucosa ‘is cut, and 
sutured’ to the soft tissues of the outer lip of the incision immedi- 
ately ‘superficial to: the probe. “Direct drainage’ is thus established 
from ‘the lower canaliculus into the nasal ‘cavity, and a Satisfactory 
may be expected. 

The ‘operation of dacry yo-cysto-rhinostomy is: sometimes’ carried 
out by an’ print ree i and at other times by a rhinologist ; 
but we feel that the combination of'the two, working together, is 
the most satisfactory arrangement. In most cases, the primary 
incision and identification of the lacrimal sac.are carried out by the 
ophthalmologist, whereas the removal of the bone.and exposure 
of the nasal mucosa are carried out by the rhinologist, who is more 
used to this kind of wo re and is capable of dealing with any 
concomitant condition isting in’ the“ethmoidal air cells, which 
may be encountered in the senchel of the Pere. an anastomosis 


The following” 50" ‘patients ave’ 
rhinostomy under our care in three RoyalAir Fofce Hospitals, 


_ (in the U.K., in M.E., and in’ C.M. F the five 


They are classified as follows :— : 
2. Traumatic: 
(a) Aircraft crashes)... patients. 
(0) Car and motor-cycle accidents... 3 patients... 
(¢) Sequelae of nasal operations patients... 
Six had bilateral the total: of 
"Analysis of cases Table) 


This series of fifty cases, (of which ‘six ‘were making 

a total of ‘fifty-six operations), serves to illustrate some points of 
and of ‘naso-lacrimal duct obstruction, 
and’ the benefits to’ be antic ted if -dactyo-cysto-rhinostomy by 
this technique is petformed. 

Prior to opération, all patients complained of continuous, and 
copious, epiphora, and chronic recurrent infection of the con- 
junctival sacs. 
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The non-traumatic cases comprised 26 patients, and involved 30 
operations. The aetiology of these cases is a matter for surmise. 
In three of them, all unilateral cases, there was a history of onset 
of symptoms with an acute attack of dacryocystitis ; but it is agreed 
that acute inflammation around the lacrimal sac is a result, and 
not a cause, of obstruction of the naso-lacrimal duct, and some con- 
striction was probably Present before the attack of acute inflam- 
mation occurred. 

Few of the patients showed any abnormality. of the nasal cavity. 
This fact agrees with what one would expect, since the obstruction 
usually occurs at the junction of the sac and the naso-lacrimal duct. 

Two of the cases had accompanying ethmoiditis, and twelve 
exhibited a mucocele of the lacrimal sac. It is possible that a 
chronic inflammation of. the lacrimal sac induces the constriction 
of the duct. ~ 

A satisfactory result was obtained in a cae in which the nose — 
was filled with nasal polypi. A combined external ethmoidectomy 
and dacryo-cysto-rhinostomy was performed. This necessitated 
sacrificing the posterior nasal flap, the posterior lacrimal flap being 
sutured to the orbital periosteum. A month.after the operation the 
patient’s nose was clean, free of polypi and discharge and the 
epiphora had disappeared. 

The traumatic cases numbered twenty-four, two of which were 
bilateral, and the total operations numbered twenty-six. — 

In eleven cases of this group, there was a mucocele of the lacrimal 
sac, and in three, a history of acute dacryocystitis. In this series, 
_ the non-traumatic and traumatic cases show almost equal incidence, 

_ but; in view of the increased liability to injury of certain members 
_ of the Royal Air Force in time of war, it is ‘probable that, under 
a Pesge-tme conditions,. the traumatic cases would be in a minority. 

‘Ten of the total series of operations were performed after one 
or more attempts at excision of the lacrimal sac, and six- after | 
* attempts at an anastomotic operation, had been made elsewhere. 
Fifty-three of the fifty-six operations under review were com- 

pletely successful, and the patients concerned were discharged from 

- hospital symptom-less, and with free passage from the inferior - 
- . punctum to the nose ;-while three, including one case’ where there ~ 

~ was obstruction of the inferior canaliculus with a patent superior 
canaliculus, showed varying amounts of epiphora. 

An attempted follow-up of these 56 operation cases, for periods 
upto four years after discharge of the patient from hospital, was 
successful only in 23 instances, some of the: personnel being in- 
accessible owing to overseas service, others having been released | 
from the Service for reasons unrelated to. their eyes, 5 a few 
having been killed on active service. — 

In eighteen of the ir ha operation cases followelt up, 
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‘a report was ptecolveis Stating that there was complete freedom from 
_ ocular symptoms, and great satisfaction was expressed upon’ the 


result of the operation. 

Mild epiphora in cold wind, but not ‘amounting to a serious 
disability, was reported in three cases ; and, of these, only one was 
a'case of straightforward, primary traumatic lesion—one being a 
case in which previous dacryocystectomy had been performed, and - 
one a case in which there had been' an attempted dacryo-cysto- 
rhinostomy previously, 

One case, in which the lacrimal sac had previously been totally 
excised, showed ‘recurrence of symptoms within one month of - 
operation, No sac remnant had been found, and an effort had been 
made to suture the canaliculi into the nasal mucous membrane. 
Syringing and probing did not remedy the condition, but relief 
was attained after excision of the palpebral portion of the lacrimal 

land. 
case no: ieuprovement of symptoms because the 
inferior canaliculus was obstructed. The operation, however, was 
technically successful, because the passage was patent when 

inged through the upper punctum, Relief also followed excision 
of the'palpebral portion of the lacrimal gland. 

demonstrated, therefore, that of the cases followed up, 
the operations performed (78 per cent.), resulted. in 
complete freedom from symptoms; three, (13 per cent.), resulted in 
much ‘improvement, and in two instances, (9 per cent. ) there was © 


ho‘improvement. 0. 

vIe'should bev emphasized that, of the five cases in which full 

Success was ‘not attained, only one was quite straightforward. 
~ Loss © pret ‘of ‘the iifferior canaliculus should be regarded 


ay'a contra-indication ito this method of treatment. 

In thirty of the casés}' the*ipatients concerned were not’ traced 
by follow-up, but they:were/all'symptom-free, with clear drainage, — 
when’ discharged ftom' hospital, and: it is'reasonable to suppose that 
no serious recurrence of*epiphora was reported, or the case mui 
have been referred back to us. ehinidy sige 

On two occasions, the operation was combined with cecal 
ethmoidectomy, and, on one: occasion, with partial myectomy of 


the. inferior oblique, muscle, with, satisfactory 


Io aor 
Epiphora which exists over a long period igvarsevere| disability. 
Tt caiises an ‘eczematous ‘condition of the! skinsof therinnerl end of 
the dower tid: “Dermal fibresis:and contracture follow;! with ‘resuit- 
ing ectropion and constriction of the inferior punetuin.o These are 
additional ‘causes of epiphoray! and) itis: desirable) therefote, that 


steps should be undertaken to cure the conditidm~as)soomas pos- 


sible, if the best results are to be obtained. 
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The, operation of dacryo-cyste-rhinestomy ‘is. the treatment. of 
chide, It retains the hydrostatic principles of lacrimal drainage, | 
and the complete cure which follows its immediate performance in. 
we of traumatic Ohatruction of the. duct, 

The operation of diciemaveiseoiny: so. frequently. employed i in 

Z the treatment of mucocele ofthe lacrimal sac, is, in our experience, 
sometimes incompletely performed. The retained mucous mem-. 
brane appears to continue the secretion of mucus, which, not being: 
absorbed, becomes, surrounded by a. fibrous tissue capsule, the 
inner, surface of which is lined by columnar, epithelium. This 

‘S pseudo lacrimal sac.’’.is usually in continuity with the inferior. 
canaliculus, and. may. be. employed instead, of the normal sac in 
the operation of dacryo-cysto-rhinostomy. 

Sometimes ‘the ‘‘ pseudo lacrimal sac ’ when, its con- 
tents are drained, and some constriction of the passage may result. 
A patent inferior canaliculus is an essential part of lacrimal drain- 
age, the upper canaliculus appearing to play mo part. in this 
function, Obstruction of the lower canaliculus, therefore, contra- 
indicates the anastomosis operation. Previous attempted drainage 
of the lacrimal sac into the nose does not prejudice the results of 
dacryo-cysto-rhinostomy by ' ‘the method herein described, and a 
more ‘satisfactory result is obtained from a reformation of ‘the 
_ anastomosis than from excision of the sac.» 

have had no experiénce of the treatment of sasodacrimal 
obstruction in children, except by probing in infantile cases, and 
we are not able to assess the’ place held by dacryo-cysto-thinostomy 
in its treatment, but we wish to place on record our experience, of 
its success in adult-cases, where the only contra-indications are :— 

(a) Previous complete excision of the lacrimal sac. 
can, usually be determined only at operation.) te “nies 

_ (b) ‘Destruction of the inferior , 

Obstruction! of. the naso-lacrimal: duet, due to tuberculosis, 
or malignant neoplasm, and, in most 

‘(d) Atrophic rhinitis. red has 

1. A description is given of a technique inptopea in ‘thie opera 
tion of dacryo-cysto-rhinostomy. 

2. Records are of 56% instances in which the 
as been performed. 

3. ‘The cases are Analysed: to shite: ‘the, satisfactory. results ob- 
preeeie by this procedure, even in cases in which previous surgical 
intervention has been carried out.) 9. 

4. The and: ‘of 
tion are discussed.» 2 
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swish thank the. officers’, commanding .P.M.R.A.F. 
‘Hospital Halton,..No..l Hospital: C.M.F., andNo. 5 
Hospital) M.E.F,, (Group Captains Barnes,: Nicholls: and 
Rear, respectively),:and the Director General of Medical Services, 
Air Marshal Sir Harold. for Aind 
to publish this article. . 

Our ‘thanks are. attic to Miss Joan Faire for the 
illustrations. 
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ANNOTATIONS 


Undergraduate Teaching of Ophthalmology 
The curriculum’ of the medical student is again’ ‘under critical 
examination by those interested in undergraduate teaching. Justifi- 
able uneasiness is felt ‘at the vast increasing amount of facts. that the 
‘student’ is being called: upon to remember often at the expense of 
making hima: well ‘educated man, able to think, deduce; ‘sift, 
comment, criticise and arrive at a’sensible conclusion about matters 
dn and related: to his professional work. The trend of the excessive 
forcing of facts into his mind during the short period of his training 
is ‘to make ‘the “majority parrot- ‘like, 
independent thought and judgment. ik 
‘In hospital practice he sees among the’ in- sputients: 
‘rare diseases: which he may not meet-again. Beds are: occupied for 
long ‘periods ‘by patients’ ‘suffering from: obscure anaemias ‘of 
academic interest only, and other: rare disorders ‘and of ‘little. value 
in preparing the general practitioner for his life’s work: Probably 
in the out-patient department he sees more of the types-of case he 
will have to treat in practice. ‘This isso of the commoner eye 
diseases. In‘most teaching hospitals he attends the eye depart- 
ment once ‘a week for three months, about twelve possible attend- 
ances in ‘all of which two may be’ spent on holiday, ‘and a thirdior 
fourth either a football or cricket match; 
In large medical schools the size of the class. 
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arid/30!studénts,: Acmanageable-niimber for/clinical demonstrations 
with proper consideration ‘for'the patients is 640.8." What should 
the future G.P: be taught’of; ophthalmblogy.in. sacha jintited! time? 

?We'think that’ ‘ophthalmology: should be !presentedito»him not: as 
a ‘special ‘subject, but ‘rather:as''a part general imedicine in! which 
disease processes like those elsewhere in the. body: produce! manhifest- 
ations ‘peculiar a-special sense-ergan.) ‘By clinical:demonstrations 
stress may be laid on the ocular signs in disease of =the: cardio- 
vascular, nervous and renal, lg -on the association of certain 
diseases. of the orders, diabetes. 


T 


étudent « “hen im the. ‘treatment of common 


inflammatory. disorders of the.eye which he. will meet: in general 


time ears eye operations, for means films he 
could be presented in the. course of half-an-hour with the main 

features of the commoner eye operations. 
2UOITATOMMA 


have.often, wondered whether, the colour of the front door of 
ai house has, any; psychological: effect on., prospective 
-patients.-) Of course:if.a man. is, lucky, enough to have. a: front door 
to his house, of oak, orjmahogany he need-not, about; anything 
save occasional ‘polishing and not,much., of tk that... We suppose that 
those -who-have. painted doors choose the,colour that they like, best, 
Physicians seem to,likeithe deeper shades, of, blue, Black jis sombre 
and: depressing while; white, $0 ‘soon! gets dirty and loses zits. smart 
effect. a Surgeonthave a blooded door, with propriety, or 
it have alarming effects on the minds of, his clients? All, things, conr 
siderédi we haye-come:to-the conclusion that green, is the:best;colour 
for an. ophthalmic)surgeon,.., .Jt-is said to be comforting to. the, sight 
and-the: patient may: feel, assured that -he- will find the the 
door and: hot ‘surgeon’ tito bos sine 
(Phe: door plate: isan important, item. in ;the., outfit. 
_ At one time, before; numbering,.of houses was, obligatory, nearly, all 


title.on the af ‘would be, place. 


Nowadays ithe door plate is, mainly,confined professional, men 
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But:jin -less, exalted; districts, quite. usual, to, find, the; words 
“ Physician and Surgeon”’ under the name, just as Mr. Recksniff’s 
front doot,at Salisbury.was ornamented with,’ Pecksniff, Architect” 
on the There, is something, be, said. for the exhibition 
qualifications axeas;) the.,-bucolic,, mind, will) almost 
certainly be;more impressed by the letters M.R,C.S,, L.R.C.P., than 
by M.D. Indeed it might even construe the latter to mean Money 
Down, and be scared in consequence. ~~~ 
When the writer wa ; r plate was generally of 
medium size: and ade polished plate with the 
name almost illegible ign that_the owner was in extensive 
practice. At present tho ‘Seems to be'diminishing and stainless 
metals are preferred in view of the inadequacy of domestic assist- 
ante?! A’ feal wilh be quite upto laying and: lighting 
the’ fire, buts Ha¥ing t6'¢leah thé front! door 
step and polish the plate, and'we do-riot blame her:? Thé"platé may 
the door’ panel or'on the side posts, or: the: proprieto?’s name 
may’ éver place ‘of “Letters” on’ the flap-of the letter box. 
In passing it’ is’ probably ‘wise for the ophthalmic surgeon’s plate ‘to 
be’on’ thé largé’size ‘rather than’ the’ small. As many of his:ipatients 
may’ be “affected ‘by failing vision he should “not! add to their diffi: 
culties by having ‘@ tiny plate in a more or/less inaccessible :position | 
is’always a ‘pathetic sight to’ meet an old lady with defective sight 
gropiny déwn’ the! “ long ‘unlovely street consulting every “door 
plate ‘on''each’ house. in’ these'days when we are informed that 
there is' no limit to’ the number’ of plates! om) any door)she night 
spend’ a day ‘almost’ before ‘she 'got'to the of Dove! 
“The great’ John’ Hunter used’ his'name‘on the plate 'without*his 
title of “Mr.” and stoutly réfused’to change his*habits., 197/00 
door plate Should be;'and generally'is ‘an Ornamental addition 
to the door ; but the plates that are attached to the ‘area failings to 
notify ‘one’s change of address are of cheap material, usually 
indifferently 1 paintéd ‘andiofari This need not 
worty the ‘doctor whochas moved-elsewheré;: but it is satheman eye- 
sore'to the house’ and‘those that remain... sci ni 
 So-far ais. we:know there are no, collections, of, medical door plates 
in Jexistence i at theBritish;;Museum or, anywhere else. Yet,..the 
plates :of say:\Lord Lister :from:) Edinburgh, Glasgow,and, London 
would-be:of interest and, of some historical;value.;; 
-sWhat ‘happens ?; Are) they sold for scrap 
metal-or worked: up: anew} for vd 
a professional man,has,xetired from,practice he can 
discard» his-door plate and. (feel; assured, that, he ; will’ never..need 
another-such:appenidage till the time comes when he 
worrying about: anything: used to, be;told, of a-parsimonious 
doctor: who! instructed’ his executor tojhave,his.door, plate, affixed to 
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122 
his coffin to’ save experise, but we: ‘believe that this wholly 
apocryphal. ' 

‘The: is not its ee a ‘certain 
mind. “But ‘we could’ not honestly advise any budding aspirant for 
the M.D. degree’ to’ choose’ it' for the subject of this thesis.) We 
doubt: whether the Regius Professor would approve of it. 


ANEOUS 


ay Mardy, Le, Grand. Chace, Robert, Wheeler, 
Maynard C. (New York). —Ophthalmic, prisms, corrective 
and metric... Amer. Arch, Ophthal., p. 381, 1945. 
(1) The measurements of prisms has in. the ipast, been somewhat _ 
unsatisfactory, but the prism dioptre has now been,adopted almost 
universally as the unit... Even the prism dioptre is-not,as simple as 
it sounds, however, because an unusual condition must be introduced 
into. the system of measurement—-namely, ‘that all..the refraction 
effect must take place at one surface; -in .other..words, that, the 
incident light must be normal to the surface;.of the prism when 
measurement of its. displacement is made. - Hardy, Chace and 
Wheeler have devised an instrument for, making these measure- 
ments, and, by using it on twenty assorted sets of prisms, have 
found that many of them have errors exceeding reasonable manu- 
facturing standards., These are not_significant in prisms of low © 
power, but in those of high power—such as. are used inthe cover 
test method of estimating the deviation in strabismus—the errors 


2) John C. and Ralph W. 

and other congenital defects in infants following rubella 

in the mother. Amer. Arch.Ophthal., Viol. XXXIV, p, 24, 1945. 

: , (2) This association was first noted in 1941 by Gregg, following a 
severe Australian epidgnic of German’ measles. He described 

Seventy-eight cases of congenital cataract, twenty. examined 

personally, and the remainder reported by colleagues. In 68 there 

was a history of rubella in the pregnant mother. “A later investiga- 

tion by a research team found that, of sixty-one mothers who 

contracted rubella during pregnancy, forty-one bore children with 

congenital ‘defects, the most important being fifteen cases of cataract, 

twelve of deaf-mutism, twenty-one of cardiac abnormalities; and at 

least fifteen of some degree of microcephaly. There appears to be 

‘some Corvelation between the type” defect and the stage. of 
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pregnancy at which. rubella is.conteacted: The average duration 
of pregnancy ‘in,the cataract cases was 4. months, and in the.deaf- 
mutes, 2-3, If rubella is contracted within the first two months of 
pregnancy, the mother is almost certain.to give birth to.a congeni- 
tally defective child; if in the third month, the chance is about 50% __ 
These and other points seemed, to. Long, and: Danielson, to point 
out the necessity for further examination, and ‘they give details of 
six cases personally observed in which rubella had. developed in. the 
mothers in the first two to six weeks of pregnancy; the disease’ being 
of mild character, All the babies had..congenital cataract, three 
’ being bilateral; the unilateral ones, were primarily nuclear, with a 
less opaque periphery. Some type of cardiac lesion was present in 
all six, and the infants were smaller than average. In an endeavour 
to’ answer the question. why. the relationship between maternal 
rubella and defects in the offspring had not been noted prior to. 1941, 
it is suggested, that the rubella virus has become altered in some 
way. Possibly this was brought, about by. crowding and troop 
movements, facilitating the rapid transfer ofthe virus from 
person to another, Various suggestions have been, made for treat- 
ment—deliberate exposure of girls to.rubella to immunise them. to 
infection before the child-bearing age; the use of. convalescent 
serum for all women in early pregnancy who have. not had rubella, 
and finally, therapeutic ;abortion if ‘rubella. occur during the 
Seat Pregoancy. gods 
if 


Stucke; Frederick Ww. N. “of 
_ chronic simple glaucoma to treatment with cyclodiathermy 
puncture. Amer. Arch. of err ‘Vol. EAT, No. 3, p. 181, 
September, 1945. 

(3) Stocker has used this method of treating etenctote 3 in well 
over 100 cases.,,At first he limited it to, ‘desperate ones, where other - 
operations had failed; but later he applied it to chronic simple 
glaucoma. The latter were mainly ne roes, the reason being that, 
-in this race, the ‘beneficial’ effect-of.a ering operation was. more 
likely to be nullified by cicatrization than in’ white persons. 

The reason why diathermy puncture. reduces ocular tension is 
uncertain, but a ‘section of the eye, in which the operation had been 
performed with a successful: result lasting‘ over two years; showed 
complete atrophy of the ciliary processes over the treated area, with 
‘normal ciliary processes over other areas. - The author suggests 
that this is brought about by destruction of the long posterior ciliary © 
arteries in their passage through the pars plana—the portion of the 
ciliary body into which ‘punctures are made: ‘The present ‘paper 
_ deals with 16 eyes affected with chronic. simple glaucoma, observed 
over periods: 1—10 months. 
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ino ease? tiag'the tension’ after operation been ‘higher ‘than 
before} ‘and in'45°it' was' definitely lowered within the first few days. 
‘The! later was normal in 14°cases. In a group of 8 patients 
withvery‘advaticed plaucomas central Vision improved in- 2, became 
wotse if, and retained the ‘same in’S! In did the field 
déteriorate and bess “ad vahced ‘cases, some- 
results were! obtained. ‘post-operative 
complications ute neghgible, ‘arid fate ‘disturbances are “ever more 
sonspieuous by their absence.” “Cataract, which is'the’complieation 
one! would “éxpett ‘after partial destructidh of the ‘diliary bddyy did 
not! develop; and even preexisting senile opacitiés: progressed''nd 
further than ‘expected after the operation. -The author therefore 
feels® justified ‘in -saying® that! ‘side or’ after! effects could be 
Observed which would! make! this Gpéeratiofi ‘uifsuitable! for 
99d Jon bad gamqetto oft bus 
performing ity the object is the! ds 
possible,'while ‘producing pertiianent stabilisation of the intta-octilar 
pressure within normal figates. very! long 
and! in? diameter? is used; and current just sufficient 
produce codgilation’ 6ntotiching’ the imilfi- 
ainperes: ‘needle should be left in’ the ‘scleta a little longéithan 
one sécond, be ‘undet® ‘ewtrent “throughout the procédiire. 
Usually father more than ote third of the infetior circumference is 
treated over an area beginning 2'5-3' ‘mimi fromthe limbus, ‘and 
exténding’ back to the ora—i.e.. 8 mm. from the limbus. The 
number of punctures is governed by the intra-ocular pressure being 
equab to ¢thesamount of thissim mm. Hg 30, witha-maximum of 80, 
diiw tnomissit o}- smo ously WN 
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Rudolph, C, J,,(M.C,) Eye findings, in rheumatic. fever. 
Ophthal» Vol. RXVILL 319, 194393 ad of 
chose at random.105,cases,of sHeumatic. fever! out 
Ini 94 of, these he found, the, eyes normal ini9 there-was 
‘injection. of deep;conjunctival | vessels and. the. blood 
the, veins of ;2,.cases, unimpaired) inal] »eases andthe 
visual, fields were full. -In;,20,.per, cent, there.was atcommidation 
fatigue which, as, the author. comments, may, o¢cur in any debilitating 
911 odt dguordt ogeeesq tied) ni 
ioqHe concludes ;that there. is, \patbologieal; chan 
‘associated with rheumatic fewerd dtiw batosiis dtiw also 
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‘| BOOK N OTICE | 


Published. for the Institute. of by 


Medical Books. 

This monograph is the first to he the the 
of Ophthalmology, and constitutes. a notable addition to 
the literature on the subject with which it deals. The author isa 
well-known authority on ophthalmia neonatorum, and much of what 
he relates is from his own experience. As Sir Allen Daley states in 
a foreword, the author “ writes from very long and Personal experi- 
ence of the treatment of this condition . . .” and.“this monograph 
brings up-to-date all the available knowledge; statistical, and clinical, 
and contains an important section on prophylaxis.” 

Points brought out by statistical investigation are that, ‘althouubh 
there has been a gratifying decline in the incidence of impaired 
vision and blindness from ophthalmia neonatorum, there is no valid 
reason for believing that the incidence of the disease itself has 
declined to any marked extent. This is due to various causes, such 


ses as ineffective ante- natal treatment of the mother, and the failure to 


recognise the composite aetiology of the disease—the gonococcus 
being-responsible for only 25 per cent. of. capes, while at least 10 
per cent. are due to virus infection. 

In the clinical section, striking evidence is: eddnced to show the 
superiority of sulphonamide therapy over the older methods of 
treatment, and of penicillin therapy over sulphonamides. So much is 
this the case that the author gives it as his opinion that .general 
sulphonamide therapy is already obsolete as:a routine procedure. 

Technique is all important in the use of penicillin, and is given 
in full detail. When this is followed, cure of the disease may be | 
obtained in a matter of hours... 

It is hoped that this. monograph will have a “wide not: 
only among, ophthalmologists, but among. pnd 
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LOCALISATION OF INTRA-OCULAR FOREIGN BODIES 


and Briggs published a. localisation method for intra-ocular foreign 
bodies which, I am is on, a 
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The authors try to trace the eyeball‘on the X-ray film using a 
iaibophond indicator, this touching the centre of the cornea in three 
different positions of the eye on one plate! The three® points thus 
obtained. areassumed to lie in the circumference of a Circle 
representing a section of the eyeball. This is not so. 

(1) anterior-posterior: axis of the normal eye is: than 
the ‘vertical axis owing to the presence of the cornea. A circle 
described’ by’a point situated centrally on the cornea: 


"Cont: Line: Real size of eye. Geometrical Centre, 
Broken Line: Position of R: Rotation Centre, 

looking up and down. 


‘Dotted Line: Apparent size of eye 
on X-ray film. 


(2) This error will more: in eyes 
“with a marked elongation of the eyeball (see Fig, 3). 
(3) Atiother inaccuracy lies in the fact’ that the method gives 
the rotation centre, not the geometrical centre, of the eye; these 
points are not identical, the. rotation centre lying more than one 
millimetre behind and slightly nasally from the geometrical centre. 
The method uses, however; the rotation, centre to construct the 
geometrical shape of the eyeball. (see Fig. 2). 
Moreover. the rotation centre is not-a fixed; point for all 
positions of the eyeball; it moves within the space of at least, one 
cubic-millimetre as the position of the eye changes. 
~~ It will be seen that the relation of the foreign body to ‘the sclera 
cannot be found with any ‘accuracy as the circle: which is assumed 
‘to be’ a ‘section of the eyeball is in reality ‘an imaginary geometrical 
‘construction, ’a circle with the ‘rotation centre ‘as its. centre its 
distance from the centre of the cornea at its radius...) 7) 
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Fic, 3. 


ig rent size of inm ic eye. Ges. 83 


‘The correct obtained is the distance the 
foreign body from the centre of the cornea, and, in the p.a. view, 


the meridian. To find these data, it would, howevet, be much 


simpler to take one lateral and one p.a. view, while a metallic object, 
Say a lacrymal probe, touches the cocainized ‘cornea. 

Finally, in plotting the distance of the incision’ point in the sclera 

from the limbus another mistake occurs. The method prescribes 
‘to deduct the radius of the cornea from the plotted distance between 
- its centre and the point of the sclera nearer to the foreign body ep” 
in Fig. 9, Kraus and Briggs) to get the distance between this point 
and the limbus. This must inevitably lead to a faulty result ; the 
radius of the cornea must be deducted from the circumference of 
‘the segment CP and not from the chord y to get the Correct 
distance (Fig. 9, Kraus and Briggs): 
’ The errors of calculation of this new method are not trivial i in 
spite of being in the region of millimetres or fractions of millimetres. 
They are big enough to.prevent the authors from approaching the 
-goal they have set themselves—to improve on the methods available 
at present. 

» Several errors can be avillled by slightly changing the method. 
80, é.g:, the error described. under (1) will not occur in the normal 
eye: if the indicator touches the limbus. and. not the centre of the 
cornea ; this would also obviate the error omitted in plotting the 
distance between limbus and. incision point. (It, would, however, . 
still lead to a wrong result i in with elongation. the 
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axis of the eye). But even then one would obtain the rotation 
centre which would have to be used to find the geometrical centre of 
the eyeball (1°2 millimetres in front’ in the lateral view). ; 
_ In any case the method requires complicated apparatus, cumber- 
some calculations and has no better anatomical foundations than 
the simple ring method which, as the authors admit themselves, has 
% worked reasonably well i ina ‘high percentage of cases.” 


Yours faithfully, 
H. J. Major, R.A.M. C. 


No. 43 GENERAL HOSPITAL, . 
M.E.F. December 16, 1945. 


The Eye-Bank for Tue Bye: -Bank toe Sight Restoration has 
Sight Restoration Inc. Organized a service for the reception of donor’s | 
eyes for corneal transplantation and \the dis- 

ae Waban yr tribution of these to surgeons when. required. 

They arrange the call-up of patients awaiting corneal transplants 
and are able to give these 24 hours notice of the receipt’ of corneal, 
tissue for grafting. Another purpose of this service is to extend the 
teaching of the technique Sg corneal transplantation to more eye — 
surgeons and to establish a fellowship for wider research in the 
pathology of the eye. 

‘To date more than 50 hospitals i in 9 states are co-operating with 

the Eye Bank to help the improvement. of vision in America’s 
entimpted 15,000 persons blinded by corneal affections, — 


Honours In the, New Year's Honours. List, Sir Stewat 


Duke-Elder has been awarded the K.C. V.O. 
Miss Ida Mann_has been elected an Honorary Member al! the 
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THE plans in 1946 to issue a 
bibliographical bulletin of the latest: books 
published j in various parts of the world, and 
renieats the editors oh such periodicals to bring’ this enterprise to 

the attention of their readers'so that authors, editors, and typo- 

graphers may send the Association copies of their orat 
least all the necessary bibliographical facts. 
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